Organizing my thoughts on the present and more particularly the future of hospital practice has been challenging. Most predictions for the future get it wrong as we all did in the beginning so there was a temptation to simply amuse myself with possibilities.
Let me begin on a positive note. If you obtain your information on the state of hospital medicine from the media you may well be infected by the doom and gloom. I look around at my colleagues and I see dedicated professionals who give their lives to the care of the sick and who show every sign that they enjoy so doing. Indeed, most of us regard it as a privilege to be able to be part of a National Health Service.
We are intelligent and at times voluble professionals and no one should feel surprise or regret that hospital doctors may want to express concerns about problems and deficiencies in that service from our view point. Most of us do see it from a wider, indeed, international perspective but within that context will continue to be aware of the more parochial problems and try with all our might to address these concerns. It simply indicates how much we care.
Could it be that all professionals who enjoy their life feel that they have lived in the most exciting and fulfilling era of their profession. I am a vascular surgeon and well remember the early days of aneurysm surgery and of cardiopulmonary bypass. The success rate was distinctly poor, so poor that I, a humble senior house officer, thought cardiopulmonary bypass operations should be banned. Aneurysms often died post-operatively. Today, success in both areas is high. This brings me to my first and perhaps major concern for our future. Every procedure that we now regard as routine was carried out for the first time on a patient. No matter how much laboratory work preceded it, a moment had to come to try the experiment for real. So in the future we have to ensure that every safeguard is upheld but at the same time not stifle innovation and inspiration. If Felix Eastcott had not had the inspiration and courage which was eventually proved many years later in randomized controlled trials to be effective then many patients would have been deprived of stroke preventing surgery. There are, of course, many examples of surgical procedures that began with only the minimum of scientific background.
Not only operations have to start somewhere but so do surgeons. There is public shock and horror that some surgeons carry out operations for the first time without a trainer. In truth there is a core of surgical skill that must be learned. After that the surgeon must know the anatomy, understand the physiology and be familiar with the literature. Surgeons can safely extend into new territory if these rules are followed. Training, however, has undergone huge changes and will continue to do so. There has always been a gradual progression from simple procedures to the more complex, from assisting to being assisted, to flying solo. The major shift which has arisen from shorter hours and a shorter period of training is the requirement for better quality training given one-to-one from consultant to trainee. In addition, innovations in teaching surgical skills have begun and are likely to flourish even more in the future.
Every basic surgical trainee in their first two to three years after qualifying as a doctor is required to undertake a practical skills course so that the first steps are taken at a work bench with a tutor and not on the living patient. Surgeons are busy developing simulations of various situations ranging from models on which to practise to computers with programs designed to improve skills. Clearly this is an area where any of us would predict major progress and, given the exponential increase in technical innovations, this may well be beyond our powers to imagine at this stage. At a more conventional level the Royal College of Surgeons of England has set up anatomical workshops in which already trained surgeons can develop and perfect some of those surgical approaches on a cadaver. As a tutor on some of these courses I find each one of them invariably increases my own knowledge and expertise. So this leads me to admit the inevitable conclusion from that statement that there is 'room for improvement' in my own performance.
This brings me to another present day concept. There is a belief that all patients should must have perfect treatment. As more becomes available so more becomes expected. Anything less than perfect becomes unacceptable:
to such an extent that every patient believes that a poor outcome is inevitably someone's fault. Doing one's best is no longer enough and this aspect of surgical and indeed medical, care has had a demoralizing effect on the profession. It is regarded as every patient's right to see and be treated by a specialist, thus fuelling the drive towards greater specialization. Soon it will have to be the 'top' specialist, whatever that may be, and second rate results from second rate surgeons will be intolerable. The possible consequences of that along with league tables is that surgeons will stop trying to help if the job looks hazardous and potentially harmful to their track record and will only take on sure things. They will stop trying to fit more patients into over crowded outpatients for fear of stepping below the level of perfection that is demanded. The sin of commission is presently far greater than the sin of omission.
The belief that there is always a solution to your illness and the top specialist will provide that solution has to be dismissed once and for all. The possibility that it may be better to try and to fail rather than to seek but not find the specialist must be considered reasonable. Is it not possible that in an otherwise lethal condition it may sometimes be better to try and use your limited resources both personal and hospital than to have a clear conscience by not trying, possibly to the detriment of the patient?
If resources and expertise were totally unlimited are unlimited. As our ability to treat grows exponentially so these limitations will become even more apparent and must be understood.
In my life time I have seen the advent of the intensive care unit for the post-operative care of aneurysms. When I saw my first aneurysms I pleaded with my then chief for us to be allowed to ventilate these patients post-operatively in the hopes of improving their chances of survival. Now, of course, we monitor them meticulously with extensive invasive monitoring procedures and in the case of a ruptured aneurysm we always nurse them in an intensive care unit bed. Along side that I have now seen the decline of our ability to operate on leaking aneurysms because of the lack of availability of an intensive care unit bed. My track record, my league table, will look great unless you include the things we turn down or turn away.
The shift in hospital practice towards shorter hospital stay has many consequences. The day case is a heavy burden on all, both within and without hospital. The difficulties in teaching students and training doctors are made considerably greater. The need for absolute perfection in decision making and risk assessment in your overcrowded outpatient clinic is paramount. I enjoy outpatients but sometimes feel that towards the end of a clinic my decisions might be suspect and perhaps I should have a stamp which says:
This decision may be unreliable because * I began outpatients promptly at 9 * It is now 12 and the waiting room looks full * I am due in theatre at 1 * The first patient was late. . . 'transport' * The second patient's X-rays were 'delayed' * The third patient's notes were missing * My registrar has gone to deal with an emergency * I am getting frazzled! Of course if we limited the number of patients we see to a reasonable number we could resolve most of these dilemmas but doctors always have tried and probably always will try to provide the volume of service that is required.
Within surgery there are nine specialist advisory committees and within each of those there are now a number of well-defined sub-specialties. In general surgery these sub-specialties include vascular surgery, transplantation, gastrointestinal surgery, endocrine surgery, breast surgery, etc. For each of these there is a sub-specialty interest and training. In order to provide specialists for National Health Service patients we will have to merge together in larger working populations. The recent publication from the British Medical Association and Royal Colleges of Physicians and Surgeons addresses these problems. perfectionist doctoring may be possible but neither of these 15
The majority of surgical trainees are aiming for not only a specialty but a sub-specialty. This will give the biggest headache to those who have to ensure that there is a satisfactory emergency rota covered by people who are capable of dealing with emergencies in more than one subspecialty. Continuing medical education of surgeons is currently looking at this area in order to ensure that the oncall surgeon remains competent in the areas with which they must deal. Nevertheless, there is a fear among surgeons of the repercussions of, for example a colorectal surgeon dealing with something outside their specialty and the questions that may have to be answered as the result of that. We will I suspect, see very soon sub-specialty rotas in all the major sub-specialties. Thus at night there may be several surgeons, physicians and radiologists available for on-call duty.
There are many areas that we as hospital doctors now have to encompass and which are set to escalate. We have always taught medical students, we have always taught our junior trainees but these have now become more formalized and our junior staff have to have components of teaching within the working week. We also have to teach other consultants and to continue learning ourselves in the process of continuing medical education. We have all had to become more greatly involved in audit and it is clear that in the future record keeping will be abundantly important. It is fairly easy to keep records on surgical outcomes and it is time I think for someone to develop a good system, for outcome appraisal in other specialties. In some of those specialties the outcome will be related to the outcome of the surgeon with whom that physician or other doctor works most closely. But measures are needed to ensure that surgeons do not feel that they are the only specialty that is subjected to that scrutiny.
Record keeping is obviously important-all of us would agree with that-but the facilities to keep good records in spite of the excellent computer technology that is available are not always there in a hospital setting.
Perhaps most important of all is the need for time for good communications with patients. I have always enjoyed sitting on the bed and chatting to patients about their needs but this now must be recorded as such for failure to communicate seems to be the commonest complaint levelled against the hospital service.
We may ask if technology will come to our rescue and not only in teaching and training and in simulation but hopefully in telecommunications allowing me to sit at home and look at an X-ray and not to trail to the hospital in order to see it. We may also find that some of our jobs are taken over by robots-this is already happening in the field of endoscopy.
Evidence-based medicine is the most overstated concept of our time. We have spent our whole lives reading and learning from evidence. What is the difference now? Evidence is more easily available, evidence can be totted up by statisticians using computers. But the evidence is the same as it always was and is subject to as many problems and uncertainties as ever. Grading the reliability of the evidence may be helpful but we must not lose sight of the fact that the altar of the randomized controlled trial is not always perfection. The amount of literature available to us is enormous. Look at the growth of surgical journals as a simple illustration. All are attempting to produce evidence and perhaps the most useful thing we could do would be to reduce the number of publications. Would any of you join me in a campaign to allow only five publications to appear on the curriculum vitae of candidates for appointments?
Another inevitable change in hospital practice is the percentage of women. 50% of our medical students are now female. In response to the obvious deficiencies in the number of women achieving consultant status in the surgical specialties I was responsible, amongst others, in setting up a 'women in surgical training scheme' at the Royal College of Surgeons of England. There are now several hundred members of that and hopefully the number will steadily increase. Resources need to be found in surgery for emergency cases to be dealt with whenever possible in working hours. We need to place less emphasis for all on the peak domestic hours. Early morning ward rounds and late evening sessions deprive men and women of valuable contact time with their young children. I would dearly love to see this emphasis changed.
In surgery, and no doubt in other areas, I know the professional satisfaction which comes from continuity of care. It is in fact much less of a strain to be on duty more often at night covering patients, the majority of whom are known to you, than less often covering a proportion of completely unknown patients. The hours issue is set to get worse and not better and our professionalism is in danger. If you have an operation this morning which goes wrong tonight it makes sense from all points of view for your surgeon to at least be present when you return to theatre. You will expect your surgeon to be there, your surgeon will wish to be there and will learn from being there and we must somehow remain free to maintain a professional responsibility which we feel we owe to our patients. We will abandon that at our peril. I would urge those in Government to ensure that the hours issue is treated sensibly. Taken to its logical conclusion, if excessive hours are said to be dangerous in the one-to-one professional encounter we will have to limit mothers caring for their children from 24 hours a day to perhaps the 8 hours that we deem satisfactory.
There are still questions to be answered about whether we can afford the changes that we see as inevitable. To cover these hours will require more staff. We all acknowledge that we will need more technology. We all fear that there is going to be more litigation and that too is expensive. Inevitably there will be innovation and that should be encouraged while controlled. Throughout all of this the shift of bed requirements from a ward containing a proportion of patients able to serve tea to others, to a ward that consists entirely of high dependency or intensive care unit beds is a likely future. The question has to be askedcan we afford this?
We need to be prepared for surprises. Clearly there may be the cure of a disease that we have long since regarded as our own and this then renders us unemployable. New causes for diseases, e.g. Helicobacter, will come as a complete surprise. New techniques such as laparoscopic surgery will inevitably occur and new threats that at the moment we have not really thought about, such as a new super bug, may well be on the horizon. There is also the likelihood of re-emerging disease such as tuberculosis: to say nothing of climate and natural disaster.
Finally, the most important concern is to continue to improve the quality of the care that we give to our patients. There are a number of areas where we hope that this quality will be improved. Clinical governance should give us all hope that this can be established. Self regulation needs to be grasped otherwise we may lose it. All of us have to be sure that we are learning from our failures. Society needs to be clear that failures are inevitable. In fairness to society we have to ensure we use our resources wisely. The temptation to become technologically supreme is very real but very expensive. The computerized tomography scan is now a routine investigation prior to aortic surgery and can easily be justified. The insertion of expensive stents into arteries, however, still lacks the evidence of randomized controlled trials. We need to continue and to develop the use of evidence, perhaps to limit publications to the high-quality material that seems to constitute at the present time quite a small percentage of the literature. Throughout all of this we will continue to learn. We must therefore be ready to respond to change. Perfection is probably not achievable but a high standard is and always has been achievable. I do not believe there is a country in the world that can match our uniformly high standards of which we should be justly proud.
